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Context 


Health status and access to health care are both closely related to, and 
therefore dependent on the social status of the individuals and 
communities. Hence, social marginalisation; caste, class or gender based, 
negatively impacts the health of those who belong to these social groups. 
This fact has been recognised through the Right to Health framework that 
we have adopted in our work with women and health. However, the 
issue of the impact of marginalisation on the basis of sexuality has been 
taken up only recently, related to concerns of HIV/AIDS and 
Reproductive Health Rights and Sexual Health Rights. 


At the same time, the last few years have witnessed the beginnings of 
dialogue between the Right to Health movement and the Queer 
movement in India, on the linkages between sexuality and health. 


Sama as an active member of the autonomous women’s movement and 
the health movement felt the need to incorporate the issue of sexuality 
within the health discourse and initiated a dialogue between Jan 
Swasthya Abhiyan and VOICES against 377 about one and half years 
back. The present workshop was an effort to engage with the issue at the 
national level and to carry forward the dialogue, by making linkages 
between the Queer movement and the Right to Health movement. A 
wide range of health activists were invited to participate in this three-day 
workshop organised in Delhi. 


About the Workshop 


Sama-Resource Group for Women and Health co-organised the 
workshop with PRISM, an activist collective working on sexuality and 
marginalisation, both part of Voices Against 377, a coalition of Delhi 
based groups engaged in a range of issues including women’s rights, 
human rights, child rights and the rights of same sex desiring people 
including lesbian, gay, bisexual and transgender persons. The coalition 
seeks to generate and deepen dialogues relating to sexuality, including 
marginalised sexualities. 


The basic objective of the three-day residential workshop was to explore 
the relationship between sexuality and health and to understand 
sexuality as operating within the conceptual framework of Right to 
Health. The workshop also tried to explore how both health and sexuality 
as two distinct categories, construct certain identities and the dynamics of 
intersection of these identities in society. 
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The following were some of the questions that the workshop attempted 
to address: 


e What is the relationship between gender and sexuality ? 
e What is ‘normal’ sexuality ? 


° What are the ways in which people are marginalised based on 
sexuality? 


© How does such marginalisation become an impediment to the 
realisation of the right to health? 


© How do we understand these processes of marginalisation within 
the Right to Health framework and in health-related policies and 
programmes? 


The three day residential workshop was organised from the 31" March — 
2™* April, 2006 at Sanskriti Kendra, Anandgram, in Delhi. 


Participants 


Thirty-six women and men, including facilitators participated in this 
workshop. Participants came from varied backgrounds — working on 
gender issues, women’s health and rights, disability issues, reproductive 
health, rural technology, environment; working with prisoners, tribals, 
adolescents and children. They included health activists, sexuality rights 
activists, lawyers, counsellors, clinical psychologists from organisations 
in eleven states and regional and national networks working on health 
issues. 


Pre-workshop Questionnaire 


A pre-workshop questionnaire was sent to all participants to understand 
their perceptions, understanding of sexuality; to learn about their work / 
activism on health issues and involvement in the Right to Health 
movement; to explore their engagement with sexuality and with queer 
groups and if they faced any issues or difficulties in such engagements; 
to assess their understanding of the relationship between sexuality and 
gender, access to health care, reproductive choices, mental health, etc. 
and their expectations from the workshop. Based on the responses of the 
participants, the content of the workshop was finalised. 


Overview of the workshop 


DAY | : March 31, 2006 


Session 1 : Welcome and Introduction 
Session 2 : Understanding Sex and Gender 
Session 3 > Sex, Sexuality and Sexual Education 


Open Session 


Session 4 : Identities 


DAY Il : April 1, 2006 


Session 5 : Sexual Hierarchies and Heteronormativity 

Session 6 : Role of Different Institutions in Upholding Heter- 
onormativity 

Session 7 :  Medicalisation of Homosexuality : A Queer Critique 

Session 8 :  Interlinkages between Sexuality and Health 


DAY Ill : April 2, 2006 


Session 19 : Introduction to the Jan Swasthya Abhiyan (Indian 
Chapter of the People’s Health Movement) 


Session 10 : Reshaping Human Rights in the Struggle for Health 
Session 11 : Understanding the Right to Health and Health Care 
Session 12 : Concluding Session 


Films and documentaries were screened as part of some sessions and in 
the evenings during the workshop. These screenings followed by 
discussions were extremely thought provoking and useful to address 
doubts, clarify issues and identify challenges. 


The Workshop 


DAY | : March 31, 2006 


Session 1: Welcome and Introduction 


The workshop began with a welcome of the participants and an 
introduction of Sama and PRISM. The rationale for organising the 
workshop was also given. The welcome address was followed by an 
activity to introduce the participants and facilitators of the workshop to 
each other. The contents of the workshop, ground rules to be followed 
during the workshop were presented and expectations of the participants 
were also discussed. 


Activity 


The participants were divided into pairs and each person in the pair was 
asked to draw the picture of the other without looking down at the paper 
on which they were drawing. After drawing the pictures each partner 
had to convey one like and dislike of through gestures. After the sharing, 
participants talked briefly about their work and the organisations that 
they were associated with. 


Contents 
The workshop over three days broadly covered the following: 


I) Sexuality and Gender: the definitions and ideas related to each of 
these concepts and how these ideas are related with the issue of 
marginalisation. 


Il) Processes of marginalisation and linkages between sexuality and 
health. 


Ill) Understanding the Right to Health framework and how the various 
issues of sex, gender, sexuality and marginalisation can be 
incorporated within it, and exploring ways to incorporate sexuality 
in the work that individuals and organisations are doing. 

Ground Rules 

e Freedom to speak on any issue related to sexuality 


e Respect each other’s views and experiences 


e Listen to each other 


Keep cell phones in silent mode 
Be punctual 


Add on to the Sexuality Wall’ 


Maintain confidentiality if someone shares a personal experience 
\ 


Agree to disagree 


Stick to the allotted time for each session 


Expectations from the Workshop 


Participants shared their expectations from the workshop which have 
been summarised below: 


To understand the concepts of ‘sexuality’ and ‘gender’, marginalised 
groups and their identities. | 


To draw linkages between sexuality, gender with issues of violence 
and mental health. 


To understand what incorporates sexuality and how it can be 
addressed through Convention on the Elimination of All Forms of 
Discrimination Against Women (CEDAW). 


To gain an understanding of the various marginalised identities of 
hijras, transgender persons, etc. 


To know more about sexually transmitted infections. 
To explore the role of media in constructing sexuality. 


To understand sexuality and challenges in the context of 
globalisation. 


To understand criteria for sex education. 


To discuss and understand issues related to sexuality and women 
with disability. 


To explore how to deal with the juxtaposition of sexuality as personal 
versus sexual expression as social. 


One part of a wall in the space where the workshop was being organised was designated as the 
Sexuality Wall. The Wall initially contained many words, thoughts, perspectives regarding sexuality, 
contributed by the participants through their pre workshop questionnaires. The participants 
continued to contribute to the wall during the course of the workshop. 


5 


¢ To gain information about the legal issues around sexuality, 
especially those around same sex desire. 


¢ To know more about others’ experiences of working on issues of 
sexuality and to explore strategies to address sexuality issues in a 
culture specific context. 


¢ To know how to incorporate sexuality in gender trainings with 
people in prisons and other such institutions. 


¢ To understand how norms around caste, culture and _ political 
affiliations impact expressions of sexuality. The facilitator clarified 
that while most of the expectations would be covered in the 
workshop, it would not be possible to address all the issues within 
the limited duration of the workshop. 


Session 2: Understanding Sex and Gender 


The objective of this session was to explore the concept of ‘sexuality’ and 
‘gender’, ‘men’ and ‘women’; to look at these dichotomies and the 
nuances of fixed categorisation and the necessity to look beyond these. 
The session also discussed some theories that define and treat gender as 
fixed, binary opposed categories. The attempt was to rationally and 
reasonably refute these theories. 


The facilitator began the session with sharing her personal experiences of 
working in the development sector for the past twenty years. While 
working on rural crafts and livelihood issues, she had come across 
human rights violations, and denial of women’s rights that prompted her 
to engage with issues related to sexuality. Today she identifies herself as 
a lesbian working on sexual rights and with marginalised identities and 
also as a trainer on sexuality. There had unfortunately not been many 
changes in the mindset since the 80s. In the 80s she worked on a school 
curriculum for the Central Board of Secondary Education (CBSE). The 
board asked her to define the act of masturbation as something wrong or 
evil, which she refused to do. Almost 20-25 years thereafter, these kinds 
of mindsets and taboos continue to exist. 


The turning point in her life was the Campaign for Lesbian rights, which 
emerged as a result of the controversies triggered by Fire-a film by Mira 
Nair on lesbian relationships. She explained the importance of sharing 
her personal experiences in initiating the discussions on sexuality, 
because while it was relatively easier to address sexuality at the 
organisational level, the challenge lies in developing a personal 
understanding of sexuality that is required for consistently and 
consciously making the linkages between sexuality and health. | 
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Activity 


The participants were asked to list different words that define ‘man’ and 
‘woman’. The participants came up with different attributes for ‘man’ 
and ‘woman’ that were listed in two separate columns. The words ranged 
from biological features to physical, emotional and psychological 


attributes. 


Aggression Caring 
Strong Beautiful 
Masculinity Strong 
Dominating Procreator 
Earns money Sexy 
Co-partner Emotional 
Creator Exploited 
Sperm Supportive 
Chauvinist Khalnayika (vamp / villain) 
Husband Sharmili (shy) 
Brother Motherly 
Father Seductive 
Lover Slim 

Leader of the house Weak 

Aware Tired 

God Tolerant 
Penis Wife 

Less responsible Menstruation 
Decision maker Anaemic 


Boss Does all the work 
Sadist Intelligent 
Egoistic Goddess 
Loving Vagina 
Friend Jewellery 
Sexually active Beauty 
Violent Breasts 

Long nails 

Hair 
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Discussion 
Following the listing of the attributes, an interesting discussion ensued. 


Why is it that men are always attributed with negative characteristics? 
Are these fixed or are they interchangeable, i.e. can women display the 
characteristics of men and vice versa? 


It is evident that the characteristics or attributes are not fixed and there 
are fluidities in the existing binary differentiation of men and women. 
These are actually patriarchal, social constructions of the reality that tries 
to distinguish between masculine and feminine qualities, ascribing 
inferiority to the latter. 


Are the biological characteristics fixed, even though the behavioural 
aspects are changeable? 


Even sex is a constructed identity. For example, when a child is born with 
intersexual characteristics i.e. when the sexual organs (penis or vagina), 
are not clearly defined, it is the doctor who decides whether it is a penis 
or vagina and accordingly the child becomes a boy or a girl. Therefore sex 
is also constructed - it is biological but not natural. Sex remains biological 
to the extent that it is related to biological features but at the same time it 
is fluid. Identities are formed through the interaction of both sex and 
gender. 


What are some of the different scientific theories that define gender as 
a fixed category? 


Scientific theories define sex as natural and congenital i.e. given at birth. 
But in many cases when the genitalia is ambiguous at birth, it is the 
recognition ascribed by the doctor that defines the child’s sex, and it no 
more remains natural but becomes a socio-political act. 


The Hormonal theory defines men and women on the basis of the 
presence of certain hormones like testosterone in men and progesterone 
and estrogen in women. This theory has been contested on the ground 
that both these hormones are present in both men and women in varying 
levels. The hormonal cycles vary and they can be reversed. Thus 
hormonal theory is also a political and cultural construction of sex. 


Psychological theories define women as having lesser brain capacity 
than men based on women’s brains being distinctly different from men’s. 


Anatomical theories and theories based on secondary sexual 
characteristics like the development of gonads are not absolute. 


Therefore no theories should be accepted uncontested or without 
questioning, and sex like gender is also socially, culturally and politically 
constructed. 


What are the differences between various identities like transgender, 
transvestite, trans-sexual, inter-sexual, hijra, etc. 


These words evolved during the gay rights movement in the West. 
Transgender person is one whose psychological sex is different from 
his/her biological sex — a man trapped in a woman’s body and vice versa. 
Trans-sexual is a person who has undergone medical intervention or 
surgical procedure to change his/her biological features. Inter-sexual is 
someone whose genitals are not properly formed. 


Transvestite is a person who takes pleasure in cross-dressing and may not 
necessarily be a transgender or trans-sexual. Hijra occupies a space 
between the two sexes of male and female and is often referred to as the 
third sex. 


Why is sex change from man to woman more common? 


This is also probably a reflection of patriarchy in the realm of medicine, 
which has developed more in keeping with male interest. Therefore the 
sex transition from man to woman has been more researched upon and 
developed, and is relatively more accessible. 


What is important to acknowledge is that there are possibilities of many 
more sex and gender categories, other than the dichotomies that we 
recognise. It is essential to explore the complexities and problems that 
gender binary creates. The tendency to categorise everyone or everything 
involves a danger of excluding different groups and their needs in 
organisational work. Hence, very often, people with disabilities, people 
with different identities and different sexualities remain unheard. 


Session 3: Sex, Sexuality and Sexual Education 


The objective of this session was to explore not only gender but also sex 
as a social construction and to clarify doubts, confusions associated with 
sex and sexuality; to identify common sources of information about sex 
and analyse the quality of information received from the various sources. 


Activity 
The participants were divided into four groups for this activity. The 
participants in the groups had to discuss the following questions: 


e When did you hear about sex? 


e What did you get to know? 


¢ Where did you get the information? Who gave you the information? 


e Did you get full information? 


Discussion 


Group 1 - The sources of information included sex education given in 
school, through films, friends, peers, siblings, books, animals coupling, 
and sculptures. However, the information was never complete. 


Group 2 - The participants got information about sexual activity for the 
first time beginning from when some of them were in class three to class 
seven. The sources of information were friends, television, stories on 
elopement, resctrictions during menstruation, pornography, etc., but 
most of the information was incomplete. 


Group 3 - The age range varied from 6-7 years to 15-16 years and sources 
of information were neighbours, friends, animals coupling (dogs), 
incidents of sexual abuse. The information was incomplete. 


Group 4 - The age range varied from 9-10 years to 22 years, and sources 
of information were women who worked in their homes (who explained 
why certain restrictions were followed during menstruation), ceremonies 
of coming of age like mangabutra among certain communities, friends. 
However, the information was mainly about the restrictions like what to 
do and not to do. 


The information about sex is limited to menstruation and marriage, at 
least for girls. This limited information is also provided in a circumvent 
manner, not directly, till such time that we are forced to talk about it, 
especially at the onset of menses. It is generally portrayed as a shameful 
activity. Even the Hindi films depict sexual activity through metaphors of 
trees and flowers, as something outside, and therefore unrelated to the 
body. 


The issues of ambiguity and shame are not related to sexual activity alone 
but are linked broadly to sexuality of women. For example, even 
advertisements about sanitary pads are ‘tight-lipped’ and hesitant to talk 
about menstruation. The product was previously advertised in such a 
way that children and young people would hardly understand what it 
featured. Many thought of it as either a ‘pocha’ (a cloth used for cleaning) 
or bandage. Parents would quickly change the channel as soon as the 
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advertisement appeared on television. While today there is some 
openness in the advertisement, the reaction of the parents remains the 
same. Talking about sex is considered immoral and therefore there is no 
right age. Moreover high values are placed on the concept of virginity 
and purity. This is why parents are often afraid to speak openly to their 
children about sex and sexuality. In their minds, there is a lingering fear 
of unwanted pregnancy and promiscuity that may result from too much 
information. Moreover, there are also religious restrictions on talking 
about sex. One reason may be the lack of language or terms for the 
parents to express feelings or communicate about sex, which makes them 
so hesitant and anxious in talking about the subject. 


However, with child sexual abuse, HIV, etc., becoming more visible 
through the media, parents are becoming conscious and there have been 
some positive changes in talking about sexuality. The facilitator also 
pointed out that the whole discussion was around heterosexual desire 
and marriage, but there was no talk about same sex desire. Children often 
explore each other and are not conscious of the sex of the other. At that 
age, their acceptance of same-sex behaviour is much more, for example, 
sisters bathing together or friends bathing together. However, it is 
difficult if they have same-sex desires when they are growing up. In a 
society where heterosexuality is so shrouded in shame it is easy to 
imagine the guilt that same-sex relationship carries. It is important to 
explore the reasons that legitimises or illegitimises heterosexuality and 
homosexuality respectively. 


Open Session 


Although this session was not planned, several participants wanted 
clarifications and it was felt that an open session would help 
considerably. 


Where do Hijras fit vis-a-vis men and women? Why do they live in 
groups? 


It is not possible to understand hijras only in terms of sex or sexual desire. 
Their identity is much more complex and goes beyond the genitals. They 
are not confined to any single/common category in terms of biological 
features. Hijras can have conflicting identities - a mechanic in the day and 
a hijra in a saree by night. Moreover, there are stratifications within the 
hijra community - the hijras who are born with the features form the top 
of the hierarchy and the others who have gone through the process of 
‘nirvan’ (means ‘rebirth’, a religious ritual that includes castration) are 
nirvan kothis. Delhi has seven gharanas (community / sect) of hijras. 
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Each gharana has a guru (leader) and a set of chelas (followers) and 
property passes from the guru to the chela. The perception of being a 
hijra also differs from one gharana to the other. In the national census 
they are counted as men though many of them would like to be identified 
as women. 


In northern India the identity of hijra revolves around the idea of celibacy. 
They are not supposed to have sex. Their economy is based on the 
celebration of births and marriages, where they receive money in lieu of 
their blessings to the newborn or the newly wed. It is extremely difficult 
for them to get mainstream jobs and with the dwindling of alternative 
sources of income, a greater number of hijras are forced to take up sex 
work. They do not generally have any single sexual preference. 


Who is Kothi, Jogappa, Aravani? 


Kothi is generally an effeminate male, who is penetrated in a male-male 
relationship. It is understood as a gendered identity, where every kothi 
has a male partner called panthi or girija, who might be married with 
children. In the last couple of years it has become more ofa political 
identity especially in the context of HIV/AIDS. When a person joins a 
hijra community he has to go through certain rites of passage. In the 
initial stage, he is termed as kothi, and his task is to entertain the hijra 
community. It is only when he passes through certain stages that he is 
termed a hijra. 


Kothi and hijra identities are interconnected. However, kothis identify 
themselves as non-middle class, non-English speaking, non-urban group 
and not as gay men. Jogappas are from Karnataka and Tamilnadu. As in 
the Devadasi system, they also get married to God, to the male god and 
are involved in sexual activity. Aravanis derive their origin from a story 
in the Mahabharata. 


According to the story, Kauravas had a powerful weapon by which they 
could kill one person and those who qualified were Krishna, Arjun and 
Aravan (son of Arjun). Aravan was selected to be sacrificed but he 
wanted to get married since he did not want to die a virgin. As no woman 
was ready to marry him, Krishna took the form of a woman, married and 
Spent the night with him. The next morning when Aravan was 
slaughtered in the battlefield, Krishna went through the ritual of 
widowhood. Every year in the month of May, groups of hijra, kothi, 
bisexual and heterosexual men gather in a place called Koovagam in 
Tamilnadu, where they celebrate this episode for 18 days and at the end 
of this period, they enact the widowhood. Some men become Aravani for 
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these days only, while others identify themselves as Aravani throughout 
the year. 


In Gujarat there are certain tribes where gender transgressions of men 
happen during Holi and there are a lot more local identities besides those 
mentioned above. 


Session 4: Identities 


The objective of this session was to explore the multiple identities that a 
person may have, their intersectionalities and how this impacts our 
understanding and therefore addressing of issues. 


Activity 


Participants were asked to draw a diagram to represent their multiple 
identities, following the explanation by the facilitator. The facilitator 
drew a diagram to represent her own multiple identities as an example. 


Upper Class a 
(Single woman earning money) — 


Discussion 


Identity is the result of many roles that we assume at a single point of 
time. These roles are in constant flux, so identities also change 
accordingly. The facilitator gave the example of the transition of her 
identity from a traditional, Hindu Keralite daughter, to an upper class, 
lesbian, Delhi-ite activist. 


We often do not think of our identities consciously, and find it ‘easier’ to 
accept rather than challenge identities that are given. Only when we try 
to define our identity do we realise that our identities constantly change. 
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This question of identity becomes all the more complicated in a 
community setting. If we undertake this exercise for a known individual, 
it will be difficult even to state the many ‘obvious’ things. Moreover, 
when we talk of an identity, it is the inter-linkages that are important to 
understand. For example, when we talk about right to livelihood, other 
rights become necessary to achieve this right, like right to food, right to 
life, right to healthcare, right to education, right to land, right to water, 
right to housing, etc. 


While dealing with questions like, what prevents young girls from 
accessing school, we need to also analyse the causes that play a role in it. 
If the school is situated in another village then her safety is threatened, 
which in turn, affects the family’s honour. It is these invisible 
intersectionalities of issues that come into play in enabling or preventing 
an adolescent girl from going to school. 


The same happens in the area of health care, where doctors assume that 
an unmarried woman must be a virgin, that a man who has a sexually 
transmitted infection will adopt safety measures while having sex with 
his wife. The doctor may not think about the possibility of him having 
another man as the sexual partner. 


Sexuality is essential for anybody to live an optimal life or live a life of 
‘well-being’. We cannot talk about anything without talking about 
sexuality. Therefore intersectionality is pertinent to our work, and when 
we look at an issue we should not look only at what is visible. For 
example, it is not the Hijra (the visible identity) but the issues around 
them that are problematic. 


We often use the terms ‘normal’ / ‘natural’ but this may not be true for 
everyone. We need to therefore ask, what is constructed, what is not 
constructed and who constructs these identities? 


Society dictates several criteria for normalcy and ab-normalcy. The 
society is conditioned to think in a particular way and the limited 
exposure to the hijra community, for example, raises our curiosity to 
think of them as ‘different’. But it is very important to challenge the 
scientific, social understanding that tries to bifurcate and thereby 


categorise everything (especially sexual category) into right or wrong, 
black or white. 


What needs to be understood is that there is a lot of grey, which is much 
more important, and we should allow everyone to define themselves. 
Within the gamut of sexuality, context is as important as any other aspect 
that influences identity formation. Our identities as heterosexuals can 
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also be questioned. We do not have explanations for everything and may 
need to live through uncertainties. Our relationships are diverse and 
identities may change over a period of time, so it would be imprudent to 
get stuck with definitions. It is not possible to define the whole world 
through set indices and label all those who fall outside them as 
‘abnormal’. 


People often ask the question “When did you find out that you area 
homosexual?” It is then equally important to ask, “When did you find 
out that you were heterosexual?” 


We should understand that sexual orientation is not static and same sex 
desire is rarely articulated. During childhood, we are taught to regard 
homosexuality as a psychological problem that needs to be treated. For 
example, ‘desire’ is something that we all feel and for different persons, 
but if we say desire is horrible then it’s a problem. This means that 
whenever we do not understand something we tend to see it as a 
problem. 


What is the Queer movement and can only queer people join it? 


Though queer has a negative connotation, the movement has reclaimed it 
to mean something more than identity. Queer is an inclusive umbrella 
term that designates all those who are willing to question the norms of 
gender and sexuality. It is also called the LBGTKQJHA i.e. Lesbian, 
Bisexual, Gay, Transgender, Kothi, Queer, Jogappa, Hijra and Aravani 
movement. 


DAY II: April 1, 2006 


Session 5: Sexual Hierarchies and Heteronormativity 


This session’s objective was to understand sexual hierarchies and reasons 
for them. The session also discussed what heteronormativity means and 
its implications for health. 


Sexual hierarchies are established on the basis of what is acceptable and 
what is not. This is not just between the individuals in the sexual 
relationship. Sexuality is not just about gender and sex. It is about caste, 
class, physical attributes, religious and legal sanction and other political 
identities that are very relevant to hierarchies. Power dynamics are as 
much about sexuality and sexuality is as much about power dynamics. 


Rape, for example, is an act of sex and power. The legal definition of rape 
focuses on the sexual act while politically and socially, rape is about 
power. Power can be exerted in different relationships in different ways. 


15 


In case of rape, sex and power act together and cannot be separated. 
Legal questions of who rapes and who is raped, are different from social 
ones, of what society thinks of a woman who is raped. Moreover, sex in 
itself is not a crime but sex without consent is considered a crime, a 
violation. 


In a patriarchal society sexual interaction is a manifestation of power. In 
a marital relationship, it is the husband who has the right to demand sex 
and the wife is not in a position to refuse. Despite this lack of consent, 
marital rape is not acknowledged. 


Such violations of sex should be linked to larger political dimensions. 
Rape in the time of conflict and war is often used to bring shame on a 
particular family or community, as women are seen as the carriers of 
honour of the family and community. The fear of “what will they say” 
leads to forced silence. Rape is definitely an act of power, not only for 
women but also for men and children. Some participants felt that in the 
case of children, the element of consent does not come in. 


Understanding Heteronormativity 


Heternormativity is not just heterosexuality but a structure that defines 
the norm. For example, heterosexual sex within marriage, between man 
and woman of the same caste and class, for reproduction — manly man 
matries a feminine woman and they have two children - is considered the 
essence or the norm by society. By default one perspective is being 
pushed and there is no space for any other view. This marginalises gay 
people, women, etc. The norm says that sexual desire is projected by men 
whereas women can only be recipients and not express sexual desire. The 
norm dictates who has the right to ask for sex and want sex. 


These norms are internalised and upheld through institutions of family, 
education, governance, religion, media, law, medicine, etc., in society, in 
the name of history and tradition. 


Session 6: Role of different institutions in upholding 
heteronormativity 


The objective of this session was to explore the role of different 
institutions in upholding heteronormativity. 


Activity 

The participants were divided into seven groups, and each group had to 
discuss how the institutions of law, religion, family, medicine and health, 
media, education and _ governance uphold and_ reinforce 
heteronormativity. 


The following presentations were made by the seven groups based on 
their discussions: 


Group 1 - Law 


Marriage laws in different religions are based on heterosexual marriage 
and there is nothing about same sex marriage or live-in relationships. 
There is no law against marital rape, negating female agency and 
reinforcing male supremacy. Rape laws only define non-consensual 
penile-vaginal penetration. 


According to Section 377 of the IPC (Indian Penal Code), anal sex 
between husband and wife can be considered unnatural. Laws regarding 
adoption are based on religion. Laws for change of name by women after 
marriage reflect that laws do not perceive women as independent. Within 
these narrow boundaries therefore all of us feel discriminated at some 
point of time or other. 


Group 2 - Religion 


The priests, pandits and mullahs who hold positions of authority and 
interpret the religious texts and tenets, are all men, who are considered to 
be more evolved. 


Women are expected to be submissive and revolve around ‘pati parmeshwar’ 
(husband as the god) and wear the signs of belonging to men. 


Women are expected to fast and undertake such practices for the well 
being of their husbands and sons. 


The status of a woman is heightened only when she is married, and the 
highest status that she can achieve is through being a ‘mother of a son’. 
Thus even a heterosexual woman who does not marry, is widowed or 
who is married but does not have children, does not have any status in 
religion. She cannot take part in religious activities. 
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Group 3 - Family 


Division of work between men and women is_ based on 
heteronormativity. Men usually work outside the home and don’t do any 
work ‘inside’. Women are expected to do all the work ‘inside’ the home. 
Even when women work outside their homes, they cannot absolve 
themselves from work at home. 


Control and ownership of ancestral property has always been the 
prerogative of men. This has been upheld by law as well. Only recently 
has there been an amendment in the Hindu Succession Act, which 
recognises a woman’s right to property as well. Marriage is perceived as 
an institutution or merely as a foundation to procreate and have a family. 


Group 4 - Medicine and Health 


Practice of medicine bases itself on sexual activity related to marriage. 
Hence, gynaecologists believe that unmarried girls cannot have 
gynaecological problems. Certain sexuality related issues like sexually 
transmitted infections are sometimes discussed in public but never 
sexuality per se, since public is supposed to be asexual. Anything about 
sex and sexuality has to be ‘private’ and can be talked about only within 
the boundaries of heteronormativity. 


People who feel entitled to ask questions or pass on information are those 
in positions of power and think it is important that systems are kept in 
place. For example, a gynaecologist can ask a woman patient why she has 
no children after 5 years of marriage, reinforcing the norm that married 
women should have children. 


Group 5 - Media 


The language in media is constantly constructing and deconstructing 
sexuality and gender. The advertisements of insurance and income tax 
veer on the notion of men being the protector of family and making 
necessary provisions. For example, in the Life Insurance Corporation 
advertisement a Mrs. Sharma is congratulated on how she has managed 
to bring up her children and get them married in the years after her 
husband’s death. She responds that congratulations are due to Mr. 
Sharma who had made the provisions through insurance to make this 
possible. Another advertisement’s tag line is “Papa IT bharte hain”- Father 
pays IT (income tax). 


In popular Hindi movies, same sex desires had no role to play until 
recently. Recent movies like Kal Ho Na He play on the homophobic 
attitude that exists in society. In general the movies and TV serials always 
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portray men as initiators of sex or sexual advance, women as either good 
or bad with a change in the wardrobe. For example, bad women reveal 
more skin and have no husband. Advertisements of products like Fair & 
Lovely fairness cream promote stereotypes that women have to look good 
so that men will notice. Even public information advertisements on 
issues like HIV promote only a heterosexual perspective. However, some 
of the recent advertisements have been challenging stereotypes. For 
example, an advertisement for a scooter, which says, “Why should boys 
have all the fun?” 


Media representations of rape are often equated with disgrace and 
dishonour of the person who was raped and of same sex-desires is largely 
limited to sensationalisation of facts. For example, a channel covering the 
Meerut* case where the camera goes inside the hospital to ask the injured 
girl whether she considers herself as a man or a woman, reinforces 
heteronormativity. 


Group 6 - School 


The curriculum in school also promotes heteronormativity. In the biology 
textbooks the information given is clinical and sanitised. They do not talk 
about issues of sexuality in any way. The Diagnostic and Statistical 
Manual of Mental Disorders (DSM IV) has only recently been revised to 
explain that homosexuality is not a disease. Till now it was regarded as 
an abnormality that ought to be treated. 


The cultural events within educational institutions are always based on 
heterosexual relationships. The dress code defines the identity of an 
individual as either a boy or a girl and cross-dressing is totally 
unacceptable. The attitudes of teachers on close friendships between 
individuals of the same sex, their negative reactions when students ask 
about issues of sexuality or same-sex desire limits all dialogues about 
these issues. Sexual education is limited to giving information on 
menstruation, etc., to girls and even stains are regarded as a shame. 
Games and sports are also separate for boys and girls. There are no role 
models of non-heterosexual teachers. Thus, the whole environment shuts 
any opportunities of moving beyond heteronormativity. 


Group 7 — Government Policies 


If we look at the health policies in particular, the basis is heterosexual 
relationship within a marriage. 


2 Two women married each other at a Meerut temple in March 2006. One of the girls, in the face of 
intense opposition and abuse, attempted suicide and had to be hospitalised. 
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Sexuality and reproductive policies are merged together and restricted 
largely to reproductive health of mothers to ensure healthy children. The 
HIV/AIDS policies have never really addressed the issues of sexuality 
and same-sex desire other than in the context of targeting men who have 
sex with men (MSMs) as a ‘vulnerable’ and ‘high risk’ group to spread 
awareness and control measures. 


Therefore, when we look at sexuality, we see that the ideology of 
heteronormativity is reinforced and strengthened in numerous ways 
through the different institutions that exist in the society. They define 
things as not the way they are but the way they ought to be. Thus, the 
journey of different sexuality has to start from within our selves - of how 
to tackle sexuality and negotiate spaces within the various institutions. 


Heteronormativity is a powerful tool that is based on the cornerstone of 
marriage, and systems of patriarchy, caste, religion and class derive their 
power and privileges from this and hence constantly reinstate this norm. 


Session 7: Medicalisation of Homosexuality - A Queer Critique 


The objective of this session was to explore how homosexuality is defined 
within the bio-medical framework, particularly through the various 
developments in western medicine. The session also looked into the 
relationship of mental health and homosexuality in India, and the ways 
in which homosexuality is treated. 


Presentation by the Facilitator 


Krafft Ebbing presented the theory of ‘Psychopathia Sexualis’ in the 20" 
century in which anyone who did not fit in the heterosexual framework, 
was to be considered pathological, i.e. the whole series of sexual desire 
that was non-hetero was to be treated as ‘abnormal’. Once sexuality was 
defined as ‘normal’ and ‘abnormal’, the idea of heterosexuality emerged 
as the ‘normal’ while homosexuality was regarded as ‘abnormal’. 
Sigmund Freud’s psychoanalytic theory was ambivalent on the issue of 
homosexuality. His main idea was that everyone was constitutionally 
bisexual and homosexuality was neither a virtue nor a vice. Sandor 
Roado defined homosexuality as a phobic response towards 
heterosexuality. Only when a person failed to develop a heterosexual 
relationship, he/she turned towards homosexuality. It was perceived as 
a disease that could be treated. Michel Focault’s discourse classifies, 
divides, categorises sexuality as an exercise of power. 


Some theories attribute homosexuality to the result of a pathological 
family (absent father or dominant mother) or others classify 
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homosexuality as primary, secondary, inherent, acquired, inbuilt, etc. 
Thus, homosexuality has always been treated as an object of knowledge 
while no questions were ever raised about heterosexuality. 


Various treatment approaches evolved to treat ‘abnormal’ sexuality: 


Surgical Technique by which testicular tissues from homosexual 
individuals were removed and replaced by testicular tissues from 
heterosexuals. 


Hormonal Therapies by which hormonal drugs and injections were 
given to homosexual men to make them more masculine. 


Behavioural Therapy that is based on Skinner’s Empirical Law of 
Effect, whereby you treat someone through positive and negative 
signals. For example, a pleasure signal is given to a woman being 
treated when showing a picture of a man and is given a shock when 
shown a picture of a woman. 


A range of responses to these treatment approaches also emerged: 


Sexology looks at homosexuality as a benign deviation, a variation 
that is not criminalised. 


Ford & Beach study that was done across 76 societies in 1951, which 
revealed homosexuality as existing in all societies and thereby 
accepted it. 


Evelyn Hooker did a study on 30 homosexual and 30 heterosexual 
males and arrived at the conclusion that homosexuals fail to develop 
a single partner relationship, but it is not due to some pathological 
problem but because of the social trajectory that does not ‘legitimise’ 
homosexuality. 


Anti-psychiatry movement that questioned psychiatry as playing the 
role of god/religion to define right and wrong. 


Feminist critiques of sexuality that differentiated sex as pleasure 
from sex for procreation. 


Gay and lesbian movement declared its opposition to psychiatry and 
that it doesn’t need it. 


Shift in Diagnostic Categories in the USA 


Diagnostic and Statistical Manual of Mental Disorders (DSM II) deleted 
homosexuality as a mental disorder as a response to the gay and lesbian 
movement. This was a result of the strong pressure from the American 
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Psychiatry Association (APA) that won the vote by 5 (45 against 50), 
which reflects science is not unbiased but many of the ‘objective’ 
‘scientific’ theories are in reality judgemental and influenced by the wider 
societal changes. However, DSM III differentiated between ego-dystonic 
and ego-syntonic homosexuality. Ego-dystonic is someone who is 
uncomfortable with his/her sexuality and ego-syntonic is defined as 
someone comfortable with his/her sexual orientation. Eventually in DSM 
IV the term ego-dystonic was deleted but included a category of sexual 
disorder not otherwise specified. 


The Indian Context 


Not much information is available about the history of mental health and 
homosexuality in the Indian context. Culturally, in medicine it has been 
regarded as a western concept that is not of much relevance in India. The 
International Classification of Diseases (ICD 10) by the World Health 
Organisation (WHO) still differentiates homosexuality as a disorder (ego- 
dystonic homosexuality). 


Feminist critique of psychiatry states that it tries to get people to adjust to 
the norm that exists and hence the categories of ‘normal’ and ‘abnormal’ 
need to be criticised, and it is important to go beyond such categorisations. 


Treatment of Homosexuality 


Doctors vary in their opinion of ‘treating’ homosexuality. Some say that 
ego-dystonic disorder exists and it needs to be treated. For example, one 
doctor opined that if a person came and told him that he (the person) was 
under distress because of his homosexuality and wanted to be treated, 
then he would definitely treat him. This reflects the failure on the part of 
the doctor to recognise that distress may not be directly due to 
homosexual tendencies, but due to the fact that there is lack of societal 
acceptance of homosexuality. 


Thus, if anything needs to be ‘treated’, it is societal perceptions of 
homosexuality and not the person who identifies as a homosexual. This 
group does not acknowledge the distress caused by lack of social 
reception but treats gay people. Other doctors believe that dystonicity is 
not a useful category. 


The Received Meaning about Homosexuality: The Physicians Discourse 


A physician in Bangalore defined homosexuality as a paraphilia 
(disorder) that is characterised by unstable relationship / promiscuity and 
is a result of peer pressure. While hetero is the norm, flaunting 
homosexuality is the fashion. There is also lack of recognition of the fact 
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that instability or promiscuity in homosexual relationships maybe due to 
societal pressure that does not legitimise homosexuality, and many often 
succumb to this pressure. 


Doctors too are part of the society, influenced by heteronormativity and 
other social values and hence they cannot be expected to be neutral. In a 
situation where the law of the country criminalises homosexuality, there 
is bias and prejudice against homosexuality. This doctor only tried to deal 
with it neutrally through the disorder explanation since it threatened his 
own masculinity. 


The Contemporary ‘Treatment’ of Homosexuality: A State of Shock 


The contemporary treatment procedures that are prevalent are: 


e Behaviour therapy 

e Drug therapy 

e Hormonal therapy 

e Religion based therapy 


* Rejection of therapy: Some doctors completely reject treatment for 
homosexuality 


Formation of a Counter Discourse: Queer Resistance to Medicalisation 


Alternative discourse has emerged through the Queer resistance, which 
was started by gay and lesbian movements in big cities with 
documentations of human rights violations. This was to show ‘we are 
everywhere, people don’t acknowledge the fact’. This movement spread 
everywhere and in India, a campaign started against Section 377 of the 
Indian Penal Code, on the grounds that it violates the right to life, 
privacy, dignity and equality. A gay man in Delhi filed a petition with the 
National Human Rights Commission (NHRC) against the medicalisation 
of homosexuality when he was unknowingly being treated with drugs 
for homosexuality in the All India Institute of Medical Sciences (AIIMS). 
But the NHRC refused to accept the petition and sent it to the Delhi High 
Court because homosexuality is a crime under IPC Section 377. 


The Queer Critique: An Epistemological’ Challenge 


There is urgent need to challenge homophobia within the epistemological 
framework of heterosexism. 


3. The part of philosophy that is about the study of how we know things. 
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There is a structural issue of power and to deconstruct this we need to 
shift away from the language of phobia that treats homosexuality as 
illness that has to be controlled. Ego-dystonic homosexuality may exist 
because of the structures and world view of class, caste and religion, 
which disapproves same sex desire. In such a situation it is important to 
have support groups for gay men and women, so that they can be 
comfortable with their own sexuality and regain their self-esteem. These 
are the spaces of demedicalisation. 


Discussion 


What is ‘desire’? 


One of the participants said that he knew of two sisters-in-law who left 
their family and started their own family. How do we understand 
desire in this case? 


It was explained that here the women obviously had different desires but 
were forced into heterosexual marriages. 


Another participant shared about a person who had gone through 
behavioural therapy and was still homosexual. The inherent idea of 
family as the fundamental unit tends to guide such decisions of ‘cure’. 


The facilitator explained that sometimes the doctor could play a positive 
role in dispelling the misconceptions around homosexuality, as in his case 
when his mother took him to a psychiatrist when he revealed his 
sexuality. The doctor said that there was nothing wrong with him and 
this helped his mother to come to terms with his sexual orientation. 


Can Homosexuality be a result of choicelessness as in hostel, prison, 
mental hospital, etc? Is it only because one doesn’t have access to 
heterosexual partners that one becomes a homosexual? 


If it was merely about ‘choicelessness’, then people in the wider society 
would not be same-sex desiring. 


We always look for causes for why it happens. It can be because of 
deprivation or exploration during a particular phase. 


What has been the response of the women’s movement on mental 
health and homosexuality? 


The women’s movement has only tackled the issue from the periphery 
and has not really engaged with it in depth until the Voices public 
meeting, when some of the women’s organisations joined the protest. 
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However, some issues related to sexuality have been dealt with in the 
context of violence. Women’s movement also critiqued the mental health 


policy. 


There were discussions on the implications of criminalisation of 
homosexuality on mental health and a number of participants shared 
their experiences of working in a field setting, where both individuals 
and institutions deny the existence of same-sex desires, owing to the 
prevalent fear of being labelled homosexual because of social 
unacceptability. 


Session 8: Interlinkages between Sexuality and Health 


The objective of the session was to draw linkages between the concepts 
of sexuality and health; to discuss their presence or absence and how 
these concepts had been incorporated in the policies and programmes of 
the government. 


Activity 
The participants were divided into three groups to discuss and make 
presentations with respect to issues of sexuality and health. 


Discussion 
Group 1 


In dealing with the issue of sexuality, various government policies have 
looked only at reproductive health and not into any other aspect of 
sexuality. Sexuality seen as synonymous with reproductive health is very 
limiting and leaves out many other important and crucial issues. In the 
remote tribal and rural areas there are no doctors and very often the 
attitudes of the health care professionals reflect least concern and apathy 
towards women’s health. The position of a woman within the household 
also becomes a major deciding factor in accessing health services. The 
contraceptives in the public health system, which are hazardous and not 
user friendly in nature, target only women and place them in a doubly 
vulnerable and susceptible position. Stigma related to Sexually 
Transmitted Infections (STIs), AIDS, abortion, etc., are high and therefore 
treatment for such problems is limited and difficult even for married 
women who might access services, and is not at all accessible to 
unmarried and single women. The sexual health needs of women are 
totally ignored. Since there is social stigma and reluctance regarding 
discussion of sexual problems with the doctor it gives rise to trauma and 
other mental health problems, especially for homosexual individuals. 
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If the doctor is male, which is generally the case in rural areas, it is 
difficult and almost out of question for women to come out and articulate 
their sexual problems. 


Group 2 


The medical system does not recognise anyone who is outside the 
heteronormative framework. Access to treatment is difficult for 
marginalised groups such as sex workers, same-sex desiring persons. Not 
much attention has been paid by various policies and programmes to the 
health needs of these groups. The policies and programmes do not regard 
violence as a health issue either. Discussion on sexuality is limited to sex 
education but not as part of health education in programmes - 
particularly in Reproductive and Child Health (RCH) programme. 
Though same-sex desire is common, it is shrouded in silence and there is 
no discussion or incorporation in many of the policies. The medical 
system also maintains the existing norms by imposing treatment 
procedure to treat this as a ‘problem’. 


There is complete negation of sexuality within the domain of mental 
health. The forced use of contraceptives on mentally challenged women 
is reflective of the state’s apathy and neglect. Lack of support system and 
compatibility, even within families, makes it difficult to deal with such 
situations. 


Within heterosexual marriages, the sexuality of a woman is neglected and 
is often given lowest priority. 


The demand for sexual fulfilment and pleasure by a woman is perceived 
as wrong and questionable. In doing so, she is in the danger of being 
termed as nymphomaniac by the medical system. There is a need 
therefore to recognise the issue of sexuality in a comprehensive and 
holistic manner within health policies also. 


Group 3 


In establishing the linkages between health and sexuality, we have to first 
understand the concept of health as much more than just the absence of 
physical illness. Within the broader definition of health, sexuality needs 
to be regarded as a state of mind, rather than just comprising sexual acts. 
However, since it is taboo to talk about sexuality and sexual problems, it 
gives rise to mental trauma for many people. For example, perception of 
homosexuality as ‘abnormal’, questioning the sexuality of a married 
woman if she is not able to conceive, non-recognition of rape of sex 
workers, etc. Silence around such issues and the health system's 
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approach in such circumstances can be extremely mentally agonising for 
people in such situations. It is therefore necessary and important to 
sensitise the health workers about the issue of sexuality and _ their 
approach towards this. 


Following the presentations by the groups, some of the parameters 
around which the linkages between sexuality and health are made and 
understood were flagged: 


Access to heath care is restricted for people marginalised because of 
their sexuality - sex workers, people suffering from HIV/AIDS, etc. 
This is due to stigma and attitudes of the health care system in 
providing health facilities to them. In looking at access to health 
care, it is also important to look at how it is placed within the 
gender paradigm and what aspect of sexuality gets prioritised. 
Women, for example, are accorded the lowest priority and face the 
worst conditions. The locations and distances of the primary health 
centre (PHC), or the community health centre (CHC) and the 
timings are inconvenient for women who work as daily wage 
workers tend to lose a day’s wage when they access the health 
system. The non-availability of doctors is also a problem. 
Understanding and exploring sexuality within the ‘health as well- 
being’ framework would mean a level of comfort with one’s self, 
one’s body and sexuality, free from any kind of coercion. The space 
for negotiation, exploration and sharing of sexual experience and 
sexual desire in everyday life are some of the important issues 
raised in this context. 


Certain people are targeted for experiments and state targeted 
approaches. It is generally the bodies of women, which are more 
‘available’ than men’s, homosexuals’ bodies more than 
heterosexuals’ and so on. In the Nazi concentration camps, for 
example, neuroleptic drugs were used on homosexuals to 
understand whether it leads to a decrease of sexual desire. Often it is 
the patients with mental health problems who are targeted for trials 
of tranquilisers. Initially, the clinical trial of Depo-Provera was on 
men but when the results showed decrease in libido, it was shifted to 
use On women since women’s sexual desire was not considered 
important. Sex workers and MSMs are targeted for HIV vaccine 
research. Pharmaceutical companies and the drug market have also 
used the availability of such bodies to their advantage. The need to 
monitor the State in such situations is very important. 
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Various government policies, programmes, guidelines have also 
been responsible for systemic inclusion or exclusion of certain 
groups or individuals and the effects it has on their lives. The 
perception of sexuality in these policies is also crucial. Policies 
exclude /include certain groups through the use of certain language 
and therefore the kind of language and discourse being used also 
becomes important. In such circumstances, the intersection of health 
and sexuality becomes a political construction. 


Activity 

The participants were divided into groups and each group was given a 
case study to discuss. Participants were asked to identify the institutions 
that had in the case studies, reinforced heteronormativity; the players 
and the processes by which it was reinforced and the human rights 
violations that have taken place within the institution. 


The case studies given were I) Hysterectomy of mentally challenged girls 
in a mental institution in Pune, Maharashtra; II) Aversion/Reparative 
Therapy and Section 377. 


-Case Study : Hysterectomy of mentally challenged girls in 
a mental institution in Pune, Maharashtra‘ _ 


In 1994, a government run institution for mentally challenged girls in 
India came into the public eye, because 17 women (ranging from 15 
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to 35 years of age) were brought into the district level government 
teaching hospital for hysterectomies. A while ago, some newspaper 
articles about this home had been published in the local newspapers 
regarding the abysmal facilities there. The reason given by the state 
authorities (the Department of Women and Child Welfare) for the 
hysterectomies was “easy management of menstruation”. They said 
that even though they had tried their best the Class IV employees, 
(cleaners, sweepers, etc.) were unable to handle the mess and thus, 
they were sure that this was the only solution left. An eminent 
gynaecologist from the private sector was brought in from the 
metropolis to conduct the surgeries. He was going to demonstrate to 
the postgraduate students of surgery the new technique of removing 
the uterus par vaginally in nulliparous (not having undergone 
childbirth) young women. 


Prepared by Manisha Gupte, IWRAW- Asia Pacific: Consultation on Updating of Skills on 
Application of CEDAW, September 18-21, 2004, Kuala Lumpur, Malaysia. 
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As the news of the impending surgeries broke out in the press, 
advocates from progressive health groups went to the hospital to 
speak to the staff unions. The Class IV employees union unanimously 
Supported the campaigners. In fact the nurses union was then 
fighting a case on behalf of a staff nurse in another district, who had 
been suspended from duty after she had refused to assist a surgeon 
in the hysterectomies of mentally challenged girls. The fact that such 
surgeries had been conducted for years thus became apparent. Often 
parents abandoned their girls in the state institution, never to return. 
Many willingly signed consent forms for the removal of the uterus of 
their daughters. Some private day-schools for the mentally 
challenged also gave admission on condition that the parents have 
their daughters hysterectomised. 


The campaigners put a stop to surgeries (three had already been 
hysterectomised by then) by organising a sit out, confronting the 
surgeon and government authorities and by mobilising the press and 
state level politicians. The press and public opinion however turned 
completely against the campaign after a couple of days. People were - 
_ enraged with the campaigners for interfering in the altruistic actions of 
the state and the doctors. Parents of mentally challenged children, 
gynaecologists, psychiatrists and medical social workers lashed out at — 
the campaigners for their insensitivity towards the carers and advised : 

them to clean up the menstrual mess of mentally challenged girls, 
before indulging in media mongering. Would the rabble-rousers adopt 
the children born out of the Tapes or sexual activities of these girls? 
Psychiatrists maintained that mentally challenged people did not have 
a mind, because they had underdeveloped brains. So there was no 
possibility of trauma by undergoing this major surgery. The uterus was 
not only a useless organ in the case of these girls, but it was also a highly 
problematic one, in terms of menstruation and pregnancy. Why then 
should it not be removed, especially if the person’s IQ was less than 60? 


Over the next year the campaigners spoke at private and public 
gatherings, explaining their position. People began to listen. They 
were shocked to hear about the euthanasia of disabled children and 
forced sterilisations (and killings) of unwanted races under Nazism. 
There is no written state policy in India about subjecting mentally 
challenged women either to sterilisation or to hysterectomies. 


The campaigners wrote to the National Human Rights Commission 
but the issue did not get raised through this body. Mass 
hysterectomies of mentally challenged girls within public hospitals 
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stopped thereafter, but privately conducted surgeries with parental 
consent still continue. 


The campaign (comprising social activists, sensitive doctors and 
health professionals, the nurses and the Class IV employees Union 
and women’s groups) also visited the local mental hospital. In the 
ward for mentally challenged women, they found that the girls and — 
women only wore a smock without any underwear. They had no 
knowledge or skills about menstrual management either. 


Discussion 


The institutions mentioned were family, institution for mental health care, 
Department of Women and Child Welfare, doctors and other health 
professionals, nurses union, class IV employees union, social activists, 
media, women’s groups, training college for medical students, schools for 
mentally challenged, private clinics and National Human Rights 
Commission (NHRC). These institutions were divided either in support or in 
opposition to the hysterectomies done on mentally challenged women. The 
supporters included parents of the institutionalised women, gynaecologists, 
psychiatrists and medical social workers while social activists, some 
sensitive doctors, nurses, class [V employees and women’s groups opposed 
the act. There were few issues of contention within those who supported it, 
and others who opposed it. One of the explanations the supporters put 
forward was that the IQ of the mentally challenged women was less than 60 
and hence they were not capable of experiencing trauma. Maintenance of 
hygiene and their personal care was also seen as problematic. Their parents 
too were not willing or not able to take up the responsibility and sometimes 
they were compelled to agree to this procedure. Parents in a situation of low 
social support are rendered incapable of taking the responsibility for 
mentally challenged children. Therefore, who takes decisions and for whom 
also becomes an important factor. 


The very fact that the operations were done in a government institution 
by a private doctor and students were allowed to observe the procedure 
once again established the availability of certain bodies, specifically 
women’s bodies as medical specimen, as sites of experimentation. 


The media also seized this opportunity and flashed the incident as a 
sensational news item and there was no long term and substantial 
engagement with the issue. Media even sympathised with the 
explanation of doctors on finding a solution to cleaning the menstrual 
mess and unwanted child. The NHRC refused to take this up as a human 
rights violation. In the whole debate the sexuality of these women had 
been restricted to their being sexually assaulted and becoming pregnant. 
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Hence the effort was to stop pregnancy but not make the institution safe. 
Sexuality of women has always been problematic, and in this case since 
women were mentally challenged, it was assumed that this was the only 
way to deal with the ‘problem’. 


Moreover, the whole issue over ‘menstrual mess’ as Opposed to mess of 
faeces implies that the role of women is restricted to their roles as 
‘reproducers’ and those women incapable of fulfilling this role would 
lose the right to their bodies and sexualities. The State had failed to create 
support mechanisms and continued to allocate and spend abysmally low 
budgets (1% of the health expenditure) on mental health, which clearly 
showed the priority of the State. 


Orap hoping to die. 


_T did not. I was rescued. As a reward, I was given shock therapy, 
which played havoc with my memory for over two years. My moods _ 
were always bleak, my senses dull, and my thinking blurred.” 


Discussion 


The doctor believed homosexuality to be a disease that could be cured 
and the ‘patient’ had a clear understanding of his sexual orientation. The 
doctor started a treatment regimen without informing the patient or 
Providing a prescription. Not only was the doctor suffering from 
homophobia but also violated medical ethics. The information given by 
the doctor was selective. This should not only be looked at from the legal 
perspective of Section 377 but as a human rights violation. This also 
reflects the hierarchical doctor-patient relationship, which has political 
connotations. The objective reality of homosexuality is constantly 
negotiated and changed in an extremely political fashion. The doctor’s 
opinions reflect the perceptions of the larger society. 


see eesnneneneeeeeeeees 


5 Hemant, quoted in Narrain and Khatia. | ; 7 A | 
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Day Ill : April 2, 2006 


Session 9: Introduction to the Jan Swasthya Abhiyan (Indian 
Chapter of the People's Health Movement) 


The objective of this session was to introduce Jan Swasthya Abhiyan 
(JSA) to those participants who were unfamiliar with it. JSA, the Indian 
chapter of the global People’s Health Movement is expected to play a 
major role in building linkages between sexuality and health. The 
People’s Health Movement is a worldwide movement to establish health 
and equitable development as top priorities through comprehensive 
primary health care and action on the social determinants of health. Sama 
has been actively involved with Jan Swasthya Abhiyan since its inception 
and is part of its National Coordination Committee. JSA is a growing 
coalition of over 20 networks and 1000 organisations - people’s 
organisations, civil society organisations, NGOs, social activists, health 
professionals, academics and researchers. JSA has developed the Indian 
People’s health Charter and the People’s Charter for Health — consensus 
documents that arose out of the Jan Swasthya Sabha (National Health 
Assembly) and the People’s Health Assembly held in December 2000 
when concerned networks, organisations and individuals met to discuss 
the Health for All Challenge.® 


Some of JSA’s ongoing activities were shared, including the upcoming 
second National Health Assembly (NHA 2) to be held in March 2007 at 
Bhopal; the People’s Rural Health Watch initiative to monitor the 
National Rural Health Mission, the public hearings on the Right to 
Health Care and JSA’s engagement with the National Human Rights 
Commission. 


Session 10: Reshaping Human Rights in the Struggle for Health 


The objective of this session was to challenge the traditional approach to 
Human Rights and focus on social structures and their transformation. 


Presentation made by the Facilitator 


There is a need to reshape and move beyond the traditional approach to 
human rights in the struggle for health as a right. The focus should be to 
look at the social structure and transformation of that structure. 


Human rights violations do not happen suddenly or accidentally, as they 
are reflections of structural violence. 
6  JSA website, http://phm-india.org 
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The traditional view of human rights relies heavily on the international 
legal framework and Operates more at the moral and legal level of ideal 
rights. It does not however see the link between other social struggles 
and human rights. For example, the movement to free bonded labour, the 
dalit, environment and women’s movements and their linkages with 
human rights. 


This traditional conception creates an illusion that the international 
Human Rights system will establish rights without much social upheaval 
but ignores the hard realities of politics and economics and often does not 
confront hegemonic globalisation. 


A radical view of human rights looks at the foundation of human rights. 
It views human rights struggles as part of a long historical chain of 
struggles for social justice. This radical view stresses economic and social 
rights while continuing to defend civil-political rights. Each line of the 
conventions - International Covenant on Economic, Social and Cultural 
Rights (ICESCR), International Covenant on Civil and Political Rights 
(ICCPR) - reflects the summary of many years of struggles. All human 
rights concepts have emerged through a background of suffering (Nazi 
atrocities) and struggle (by various oppressed sections) and will be won 
in reality only through collective struggle. 


In the present context, due to globalisation, the demands from the state 
are increasing though the state’s capacity to provide is steadily 
decreasing. The need therefore is to shake the foundations of existing 
structures, otherwise all action will be limited to just implementing the 
human rights instruments, which would not really change the situation. 
The political economy of hegemonic globalisation is recognised as one of 
the biggest challenges to realisation of human rights today. 


Human Rights Approach in the Context of Health 


Human rights approach in the context of health has to be re-conceived. It 
needs to be informed by an understanding of the health sector crisis 
including the underlying political economy. It must recognise larger 
structures of power and exploitation. Ina country like India, health needs 
to be understood in the context of its various determinants. The right to 
health as generic, that every one should have, does not emerge. Different 
groups, organisations and movements are working on issues regarding 
the different determinants of health and demanding these different 
aspects. But unless these separate groups come together, universal access 
to health and health care cannot be achieved. There are different groups 
who work on different issues of women’s health, dalits, tribals, etc., but 
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to achieve the goal of health as a human right, we need to establish 
alliances to integrate with different groups and people. 


This approach should be based on a vision of both individual and group 
rights. If we look at individual cases versus the larger system, behind 
individual denial, major structural changes are required. It is important 
to link individual denial with collective violations and structural 
deficiencies. Community mobilisation plays a key role here for claiming 
health rights as human rights. Existing community organisations 
working on health rights issues must be systematically involved and 
broad inclusive alliances on the issue of public health must be built. 
Actual establishment of socio-economic rights usually requires 
confronting state power and structural violence with people’s voices and 
mobilisation. There is need therefore for individual as well as systemic 
redressal processes and systems. 


Multiple areas of hierarchy and multiple identities such as caste, class, 
gender, sexual orientation, religion, age, region and other dimensions of 
hierarchy do not allow people to come together as a united group and the 
struggle remains limited in the political realm of identity. Though 
identity always remains important, there is need to move beyond mere 
identity. The limitation of identity politics lies in the fact that it gives 
primacy to one form of oppression and there is little effort to build broad 
alliances with other groups facing other forms of violations. This hinders 
the progress of the movement and the State does not challenge this 
politics, as it would be prefer to maintain the status quo. Thus, at each 
level, only those with more voice and power find spaces for dialogue and 
resolutions, but the system largely remains static or unchanged. The way 
forward is to fully understand multiple identities and diversities and also 
respect the spectrum of special needs. Transformation of the health 
system as an extension of the State will require joint action on a social 
scale, simultaneous ‘internal action’ within the alliance along with 
‘external action’ to challenge the system. Jan Swasthya Abhiyan can be 
seen as an example of such efforts. 


There is a need to look for a direction where each of our individual 
problems is not our own but within a larger power structure. There is 
need also to incorporate sexual rights within health rights issues. 


Although, some measures regarding this were taken by the United 
Nations, due to pressure as a consequence of global power relations, 
these have not been very successful. The UN special rapporteur on 
Health, Paul Hunt, demanded the recognition of sexual rights as health 
rights but there was pressure on him to reframe this demand. 
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Transformation is required both at the level of the state as well as that of 
society. Hierarchies exist in society and the State is a mere reflection of 
this and only by challenging both, the desired results can be achieved. 


The State and public systems need to be challenged for not addressing 
the needs of various oppressed groups. 


At the same time, dominant social norms, beliefs and roles, which keep 
the special needs of various groups ‘invisible’ and unaddressed, have to 
be changed. The oppressed can challenge the State effectively only when 
they also collectively begin to question the social roles that keep them 
powerless and divided. 


Those working on identity politics should recognise the linkages of 
oppression at different levels. For example, in Nazi Germany, the police 
department used to rape and torture same-sex desiring persons. In a 
country like India, people do not recognise same-sex desire and even 
within organisations there is silence around the issue. Different 
movements also have not dealt with the issue of sexuality. However, 
when we talk about sexual desire there is a danger of confining 
ourselves to this alone and not the range of sexuality that is formed 
through different elements or aspects. Moreover, it is easy to talk about 
sexuality in the parlance of “them” but it is difficult to look at the 
diversities within us. 


Activity 


The objective of the present activity was to initiate a process of reflection 
about our work, the organisations and groups that we are associated 
with, the privileges that we enjoy. Participants were divided into groups, 
based on their geographical area of work. 


The following questions were put up on a chart and the groups had to 
discuss and present their responses: 


° Which dimensions of oppression are we challenging or addressing 
through our work? 


* What kind of privileges in certain hierarchies does one enjoy, 
which makes us potential oppressors? 


* What kind of linkages can one build with other movements to 
challenge the larger system? 


* What are the ways through which the problems at the grassroots 
level can be tackled through certain trainings and education? 
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Discussion 
Group 1 - Madhya Pradesh 


Issues that were addressed by the participants from Madhya Pradesh 
were violence against women, hazardous contraceptives, right to 
education especially for girls, gender equality, sexual abuse of children, 
particularly girls, needs of prisoners especially women prisoners, 
rehabilitation of children in institutions, etc. 


The participants felt that, at the organisational level, the individuals 
enjoy certain privileges because of educational levels, but there are also 
limitations of working in certain positions within the organisation. 


The organisations based in urban areas enjoy certain privileges, including 
sufficient access to resources, wider social acceptance as they operate 
within certain norms without challenging normativity. Other than 
working at the organisational level, participants were part of the health 
movement, specifically Jan Swasthya Abhiyan, but not of other 
movements like the Queer movement. 


Group 2 - Orissa, Jharkhand and Rajasthan 


Issues that were addressed by participants from these states were health 
rights, rights of women with disabilities, water and sanitation, women’s 
rights, declining child sex-ratio, issues of livelihood, education and 
human rights. They recognised that there was an inherent danger of 
misusing the trust of those they worked with because of the social 
positions and hierarchies of the organisational members. At the 
organisational level there was a danger of lack of transparency. 


The groups working in these states also identified themselves as being 
part of the health movement, domestic workers’ associations, networks / 
campaigns for the rehabilitation of mine workers, and socio-economic 
status of disabled women and children. Some participants were part of 
different networks and associations in individual capacities even if the 
organisation was not part of those. Although some linkages between 
various movements had been formed, there was need to reflect on 
whether these linkages were sufficient. 


Group 3 —- Goa and Maharashtra 


The participants from these states were involved with organisations that 
worked on prevention of violence against women, against the caste 
system and on medical ethics. They recognised certain privileges that 
their organisations being urban-based, enjoyed. This meant more access 
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to resources through various means, access to foreign funding, more 
visibility and access to information. 


However, they felt that there were limitations in terms of outreach to the 
community. Moreover, when working with grassroots organisations 
there was no guarantee of results. For example, they mobilised people 
who were denied health care, to depose at the Public Hearings organised 
Jan Swasthya Abhiyan and National Human Rights Commission but 
there was no guarantee of an outcome. There was potential for exploiting 
the rising expectations from the community when there was no surety 
that the organisational efforts would be helpful. Organisations 
sometimes also had to follow the dictates of the funding agencies and 
hence were unable to address certain issues, which needed to be 
addressed. 


Some participants felt that even within the sphere of organisational 
project based work, there was scope for bringing in issues with a more 
inclusive and broader perspective. There were some examples of long 
sustaining, non-funded networks, which provided space for debates, 
discussions and opinion generation on various issues pertaining to 
health, government policies, etc., but these needed to increase. 


Group 4 — Northeast States and Delhi 


The participants from these states worked on women’s health, issues of 
gender, class, caste, sexuality, access to resources, armed conflict, issues of 
indigenous communities. They talked about the strength of women 
organising into groups, high levels of participation of women and their 
contribution to raising different issues. In Assam and other states, access 
to health care was an important issue on which groups had been 
working. Some organisations were addressing very region-specific issues 
like challenging the existing traditional local governance, for e.g., 
‘durbar’ in Meghalaya, which does not allow women to participate. 


The participants also mentioned that some organisations enjoyed 
privileges because of geographical location. 


The organisations also had linkages with groups working on right to 
food, right to health and right’to information but these were limited in 
terms of access to information about networks and groups working on 
varied issues. 


According to them, the issues discussed were very comprehensive and 
helped to identify the hierarchies that everyone was part of. As 
individuals they enjoyed non-financial privileges such as higher 
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education and were part of organisations, which enjoyed financial 
privileges, and raised its social acceptability. 


Participants were involved in work at the individual level on issues that 
had no organisational mandate. 


Such voluntary involvement with certain issues was very important. 
Although the range of activities within non- governmental organisations 
had increased, there had been limited social linkages, because of 
organisations working on specific issues. This needed to be addressed. 


The facilitator concluded the session stating that the linkages between 
various organisations were limited and fragmented when compared to 
the power of the larger socio-political structure. Therefore, there was an 
urgent need to strengthen alliances, identify partners and influence 
opponents to alter the existing structures. In order to be part of larger 
socio-political movements, it was necessary to make changes within 
organisations. Merely good intentions were not enough but 
organisational / institutional norms were necessary to address 
hierarchies and form various alliances to pose a coherent and largescale 
challenge to the structure. In this context, it was important to have a 
nuanced understanding and perspective on various dilemmas facing 
the health situation and also an understanding of the varied local 
realities. 


Session 11: Understanding the Right to Health and Health Care 


The objective of this session was to develop an understanding of the 
framework of Right to Health and Right to Health Care. 


Presentation by the Facilitator 
What is Right to Health? 


° It is not a ‘right to be healthy’ since individual susceptibility and 
behaviour cannot be addressed by the State. 


° It is the enjoyment of a variety of facilities and conditions necessary 
for the realisation of the highest attainable standard of health 
(General Comment 14). 


¢ The right to the highest attainable standard of health in international 
human rights law is a claim to a set of social arrangements - norms, 
institutions, laws, and an enabling environment - that can best secure 
the enjoyment of this right (WHO). 
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Components of the Right to Health 


The right to health is an inclusive right extending not only to timely and 
appropriate health care but also to the underlying determinants of health, 
such as access to clean water and adequate sanitation, an adequate 
supply of safe food, nutrition and housing, healthy occupational and 
environmental conditions, and access to health-related information. 


Health is determined by social, economic and political circumstances. 
Addressing all these determinants requires an analysis of power. 
Groups/individuals suffer violations of rights along various axes. The 
systematic violation of all these rights is not accidental, but a symptom of 
structural violence. Addressing the spectrum of rights requires 
recognition of these multiple axes of oppression, which characterise the 
system. Each group may focus on action related to one axis but should 
network with others towards achieving the right to health. The concept 
of Right to Health can be made functional by restructuring the health care 
system at the legal and constitutional level. The realisation of the right to 
health may be pursued through formulation of health policies, 
implementation of health programmes or the adoption of specific legal 
instruments. Moreover, the right to health includes certain components, 
which are legally enforceable. 


However, it is not enough to introduce policies. There is also a need to see 
how the policies are being implemented. This is specially reflected in the 
policies for the poor, which are often not properly implemented and are 
therefore not successful. The right to health has become all the more 
important today because of the negative impact of globalisation, 
liberalisation and privatisation, which has resulted in the growing 
tendency of the State to withdraw facilities and support in various 
sectors, particularly the health system. 


The campaign for Right to Health started to counter the perception that 
market (private sector) can provide better health facilities to all. There is 
a strong focus within the campaign that it has to be provided within the 
realm of the public sphere. While asking for the Right to Health for All, 
we are not asking for systems for the poor because then they end up 
being poor quality systems and fail to achieve the desired result. There 
should be a universal system with services, goods and facilities available 
in sufficient quantity within the state party, with special attention 
towards biological and social vulnerabilities of different groups that have 
more needs but receive less care. Without this universal system, the right 
to health and health care cannot be achieved. 
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Within this framework of Right to Health and Health Care, there is a 
definite need for establishing the inter-linkages between health and 
sexuality. 


Some of the key elements in making the right to health functional are: 
e Strengthening, reorienting and making the health system accountable. 
e Creating a system for universal access to health care. 


e Establishing legal and constitutional entitlements and putting in 
place effective monitoring mechanisms at all levels. 


¢ Generating public awareness and organisation. 


Jan Swasthya Abhiyan, as part of the global People’s Health Movement 
has taken some concrete steps towards addressing the right to health 
care, through documentation of violations and denial of right to health 
and health care, advocacy with the National Human Rights Commission, 
forming the People’s Rural Health Watch - a rural watch to monitor how 
the various components of the National Rural Health Mission are being 
implemented. 


The following points were flagged by the facilitator for reflection by 
participants in their work: 


e What are the dimensions requiring special attention concerning 
right to health for same-sex desiring persons? 


° Is it likely that the right to health will be realised in isolation by 
any one vulnerable group? If not, what kind of social and political 
process is required to make health rights a reality in India? 


Session 12: Concluding Session 


This session provided the opportunity to participants to provide 
feedback about their experiences and views regarding the workshop. 


The participants shared their reflections about the workshop. The 
participants felt that the workshop had been instrumental in 
deconstructing and questioning many of their pre-conceived ideas and 
notions around the issue of sexuality. Right to Health was also a new 
concept for some of the participants, which they found very useful and 
wanted to incorporate in their organisational work. : 


For some of the participants this was their first workshop on sexuality. 
They shared that the workshop was very helpful in understanding and 
clarifying many related concepts. The participants also felt that sexuality 
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being a ‘taboo’ issue, there were not enough platforms where discussions 
around these issues could take place. The workshop had broadened their 
understanding of the issue, as a result of which they were able to make 
linkages with various other issues. All participants shared that they 
would try to weave in the interlinkages between health and sexuality 
within their organisational work, even if they were not directly working 
on these issues. In their own workshops and interactions with the 
community / groups that they work with, they would attempt to 
incorporate issues related to sexuality. Some participants were interested 
in their organisations becoming part of networks that take up these 
issues. 


Some of the feedback from participants is given below: 


¢ We work on health issues at the grassroots level and try to make state 
accountable by using the right to information. We will try to be a part of 
JSA since it will help in strengthening our struggle. In the next gender 
training workshop, we will try to look at things from the sexuality lens. 


¢ This workshop has been an eye-opener. Sexuality has never been given much 
thought. Once I go back I will share my experiences and understanding 
with others who have not been able to come. 


e In the classes that I teach I will try to also focus on issues around 
homosexuality. At the organisational level, I am thinking of organising a 
day-long interaction with sexual minority groups to understand their 
health and health care issues. 


e Asa trainer I will now try to use the films and group discussions that have 
happened in this workshop in my training programmes. This will help in 
shedding some of the inhibitions around sexuality. We need to work at 
various levels, like individual, family, schools, etc. 


¢ The word sexuality didn’t have much meaning for me and I didn’t know 
what to write in the preworkshop questionnaire but the first day’s 
discussions around ‘normal’ and ‘natural’ and the subsequent interactions 
have cleared my doubts. We need to work on these issues and I will 
definitely address these in our own workshops. 


¢ [came with a limited perspective and thoughts regarding sexuality. I also 
had a tendency to look for definitions and categorise people accordingly. But 
after this workshop I will not push people into categories any more. 


¢ [had some idea but my understanding of sexuality has been sharpened and 
will help in analysis of my work with adolescents. 
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e We haven't been able to discuss sexuality related issues in the rural, tribal 
areas where we work, although there have been instances where lesbian 
partners were separated. Now we are equipped to talk with them. 


e =I had an understanding that both sex and gender are socially constructed 
but now I also know how identities are formed through the intersectionality 
of roles. The idea of heteronormativity and how it operates and the politics 
of identity around sexual identities have also helped my understanding. 
However, we need to move beyond identity politics. We should introduce 
sexuality as a value, a cross-cutting theme in our work and address the 
positive aspects of sexuality and violence against sexual minorities through 
our work. 


¢ [come from an orthodox background where there has always been silence 
around sexuality and I didn’t know how to address sexuality both at the 
personal and at the organisational levels. I didn’t have the knowledge and 
did not encourage others to talk about these issues, but now lots of doubts 
have been cleared. 


Taking the Dialogue Forward 


There were also a few suggestions about how this dialogue between the 
Queer movement and the Health movement could be taken forward by 
initiating /organising workshops, debates and dialogues. Some states 
have taken the responsibility of organising similar workshops at the 
regional level. The Queer movement plans to organise 
workshops/orientations on Right to Health for queer activists. 
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Participants and Facilitators in the Workshop 


Anjumara North East Network, Assam 

Rehana North East Network, Assam 

Pragyan Initiatives: Women in Development, 
Madhya Pradesh 

Sudeepa Initiatives: Women in Development, 
Madhya Pradesh 

Kamal Sudhar, Madhya Pradesh 

Jyotsna AAINA, Orissa 

Sarojini AAINA, Orissa 

Chaya Prayas, Rajasthan 

Nisha Prayas, Rajasthan 

Shabana MPBGVS, Madhya Pradesh 

Rahul MPBGVS, Madhya Pradesh 

Shabana Bailancho Saad, Goa 

Seema Mahila Sarvangeen Utkarsh Mandal (MASUM), 
Maharashtra 

Pratibha Mahila Sarvangeen Utkarsh Mandal (MASUM), 
Maharashtra 
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